Training in abdominal aortic aneurysm (AAA) repair: 1987-1997.
in the U.K. a decrease in working hours has led to shortening of surgical training. Operative experience must, therefore, be gained more quickly. The aim of this study was to examine the effect of these changes in relation to outcome following abdominal aortic aneurysm (AAA) repair; a vascular "indicator" operation as defined by the U.K. Royal Colleges. analysis of a prospectively gathered database of 1136 consecutive elective and emergency AAA repairs. Two time periods, 1987-1991 and 1992-1997, are compared. since 1991 consultants have performed fewer asymptomatic (95/130 vs. 135/244,p =0.0012, chi-square test), elective symptomatic (51/72 vs. 32/62, p =0.035), emergency symptomatic (33/49 vs. 38/82, p =0.031) and ruptured (173/229 vs. 160/268, p =0.0003) AAA repairs. This has been associated with a significant increase in the proportion of procedures where a trainee is assisted by a consultant or operates "solo". Operative mortality did not change significantly between the two time periods, and was not affected by the absence of a consultant from the operating table. supervised trainees can perform an increasing proportion of AAA surgery without increasing operative mortality and can safely operate "solo" in selected cases. Auditing training in relation to clinical outcome is mandatory if the needs of patients and training surgeons are both to be met.